STATE OF NEVADA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

HEALTH DIVISION ” ;..5 ! |
: \ 2 " BUREAU OF HEALTH CARE QUALITY AND COMPLIANCE o 4b e D ,
\Y PERMIT APPLICATION 77000

(THIS APPLICATION MUST BE TYPED OR FILLED OUT LEGIBLY N CQ ff:is >}
- P - A I S T<Y] £

- j&llNrrIAL PERMIT LJCHANGE OF NAME FOR THE PERMITTED ENTITY Carson oy ok,

[JCHANGE OF OWNERSHIP (indicate date of the change of ownership):
- A change of ownership application must be fited immediately in accordance with R179-09 sec. 9
Change of ownership applications must be complete no more than 45 days after the change occurs.

THE ENTITY'S D.B.A. NAME BM:H« Londnal (e Center

(D.B.A. = Doing Business As)

STREET ADDRESS 8 12 & . Srhnes Pue
(Physical location of the entity’s operation}

ary (ae Veps county (Lne ) STATE 4 e 39104

\J
yELEPHONE Y0 2- 7%2- 889 FAX F02- 233-973]
THE ENTITY'S MAILING ADDRESS, Stme
(If different from above)
CITY COUNTY STATE ZIp

OWNER OF THE ENTITY (Applicant/Licensee) Stan |a»‘> + L ohpason Bl Pe.
If owner is a natural person, IS THE OWNER 21 YEARS OR OLDER? [ZQ/ YES [] NO R179-09 sec.9)

ADDRESS FI £, Sehann Roe

(If owner is a corporation, give corporate office address, olherwise indicate owner's iddrcss)

oy Las U&éﬁé county_( luel  state N v ZIP- 9‘?/06/
TELEPHONE 402~ 333- 72889 ‘ FAX  F0D-733—" 9131

FOR ALL PARTNERSHIPS AND CORPORATIONS: LIST EACH OFFICER AND DIRECTOR AND
PERSON HAVING A DIRECT OR INDIRECT OWNERSHIP INTEREST IN THE ENTITY OF 10%
OR MORE: ‘ :

fw\ Tspacson, m.D. \Q_/A__Y\f)‘ gﬁfW@/;ﬂlh—’/)?%?C& |
& Jepnne. P. S%n/% m.D, J Cﬁﬂf/{oﬁ

= |

NAME OF PERSON IN CHARGE OF THE FACILITY
ol Tsmaeson, M.D.
[

NAME OF ACCREDITING ORGANIZATION
P eadi hG{ )




OWNER OF REAL PROPERTY D onnn MML«L € ﬁml ’/' '(,Jt
apbRESs. 3732 £. Snhyes RAve BEE R
crry L4s lfﬂﬁ% county (W) p ——1 ze 3904

PHONE 102 - F33- 7889 FAX £02- 722-973/

Nevada Revised Statute 449.442 requires a permit before offering services of sedation or general anesthesia to a
patient. LCB File No. R179-09 authorize non-refindable fees {See Attached Fee Schedule). An application is
valid for one year after the date on which the application is submitted. The application must be typed or filled
out in ink. The application will not be considered complete until all required atiachments are received. See the
attached instruction sheet for the required attachments.

Return your completed application to an office of the:
HEALTH DIVISION
BUREAU OF HEALTH CARE QUALTIY AND COMPLIANCE
1550 E. College Pkwy. Ste. 158, Carson City, Nevada 89706

1 HAVE READ THE FOREGOING QUESTIONS AND ANSWERED EACH AS INDICATED. THE

ANSWERS ARE TRUE AND A COMPLETE REPRESENTATION TO THE BEST OF MY KNOWLEDGE.
I HAVE READ, UNDERSTAND AND AGREE TO COMPLY WITH THE RULES AND REGULATIONS
PERTAINING TO THE SPECIFIC STATUTORY TYPE OF ENTITY FOR WHICH THIS APPLICATION IS
HEREIN MADE. I AUTHORIZE RELEASE OF SUCH INFORMATION AS MAY PERTAIN TO THE
PURPOSE OF THIS APPLICATION.

SIGNATURE OF REPRESENTATIVE OR OWNER
PRINTED NAME OF REPRESENTATIVE OR OWNER Psa/ Isasciov, A1y

i i
TrTLE oF pERsON SIGNING Aprsication U/ ce s e

SUBSCRIBED AND SWORN BEFORE% THIS (; L’(’H’\ DAY OF 6{’?\{ “\"\b_e [ 310
@%t?/\. m\« "%\ IN AND FOR THE

countyor__(C ‘a C t— ,STATE OF NEVADA,

NOTARY PUBLIC SIGNATURE

KATHRYN SWEETSER-ALLEN
Nolary Public, it of Neveds
Appolntmant No. 03-90819-1
My Appt. Expires Mias 8, 2013

IWICPOL.DOCALICAPP.17_verd.doc




| ‘ Cl% 7‘“ bLe C PRINTED: 11/09/2012
v . /,y FORM APPROVED
Bureau of Health Care Quality and Compliance /

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION &1 SDENTIFICATION NUMBER: *2) COMPLETED
: A BUILDING
- ..} B.VING S— S : s
NVS61310PF 1T D 11/06/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
872 E SAHARA AVE
BIRTH CONTROL CARE CENTER LAS VEGAS, NV 89104
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
' DEFICIENCY)
0 000; Initial Comments , 0000
i ' PROVIDERS PLAN OF
This statement of deficiencies was generated as CORRECTION FOR

the result of an initial state permitting survey that
was conducted at your facility on 11/06/12 in
accordance with Nevada Administrative Code
(NAC), Chapter 449, Outpatient Facilities: Permit
for Services of General Anesthesia, Consmous
Sedation and Deep Sedation

DEFICIENCY O 201 NAC 449.999445 (6):

SEE ATTACHED. PR

An infection risk assessment was completed. -
10 patient medical charts were reviewed.

The findings and conclusions of any investigation
by the Health Division shall not be constructed as
prohibiting any criminal or civil investigation,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

{ The following regulatory def iciencies were
identified.

0 120] NAC 449.999445 (6) Sterilization, disinfection of | ©120
88=C| instruments

NAC 449.999445

6. Sterilization records and logs of the resuits of

the biologic indicator test must be maintained by
the outpatlent facility for at least 1 year after the

test is performed to ensure that the

recommended testing and maintenance of the RECE!VED

equipment is performed and the manufacturer's

instructions regarding proper sterilization DEC 112012
techniques are followed. Each outpatient facility : CARE
shall establish a method to track and recall BuU EA%’YOE_ E‘gﬁ‘ﬁWANce
instruments, items or equipment previously QUAEA VEGAS

sterilized or disinfected if there is a failure of the
biologic indicator test.

f deficlencles are cited, an apEroved plan of correction must be retumned within 10 days after receipt of this statement of deficiencies.

Pgww %n(%w T'TFE 2% .200’ (X6) DATE

LABORATORY DIRECTOR'S ORPROVJDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
STATE FORM 6899 HTK211 if continuation sheet 1 of 2




PRINTED: 11/20/2013

’ ) FORM APPROVED
Bureau of Health Care Quality and Compliance
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER; . COMPLETED
A. BULDING;
NVS61310PF B. WiNG _11/14/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
872 E SAHARA AVE
BIRTH CONTROL CARE CENTER LAS VEGAS, NV 89104
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D i PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

0 000 Initial Comments ~ 0 000

This Statement of Deficiencies was generated as
a result of a state re-permitting inspection
conducted in your facility on 11/14/13, in
accordance with Nevada Administrative Code,
Chapter 449, Outpatient Facility.

An Infection risk assesment was completed.
Five patient medical charts were reviewed.

RECEIVED

The findings and conclusions of any investigation

by the Health Division shall not be construed as DEC 02 2013
prohibiting any criminal or civil investigations, )

actions or other claims for relief that may be BUREAU OF HEALTHCARE
available to any party under applicable federal, QUAL IS S COMPLIANCE

state or local laws.

The Fo!lowirig regulatory deficienceis were

to NAC 449.999441, the holder of a permit to
operate an outpatient facility shall establish
guidelines and maintain policies for the outpatient
facility which:

1. Ensure the health, safety and well-being of
patients of the outpatient facility; '

This REQUIREMENT is not met as evidenced
by:

NAC 449.999448

In addition to the guidelines established pursuant
to NAC 449.999441, the holder of a permit to
operate an outpatient facllity shall establish

identified.
g 8113 NAC 449.999448 (1) Professional standards of | O 140 PROVIDERS PLAN OF CORRECTION FOR
=F| practice
P FOR DEFIENCY O 140 NAC 449.999448 (1);
NAC 449,999448
In addition to the guidelines established pursuant SEE ATTACHED.

§
|
i
i

H
!
|

if deficiencies age cited, an proved plan of comection must be retumed within 10 days after receipt of this statement of deficiencies.

ITLE
<

el o) Driee 7

LABORATORY PIRECTORZ OR PROLI‘I_DERISUPPLIER REPRESENTATIVE'S SIGNATURE

(X8) DA

(/27 /03

STA - 4 6895 BR7M11

If continuation Sheet 1 of 2
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PRINTED: 11/09/2012

FORM APPROVED
Bureau of Health Care Quality and Compliance
STATEMENT OF DEFICIENCIES 1) PROVIDEWSUPPL'ER/CLIA (X2) MULTIPLE CdNSTRUCTlON (X3)83;\|}'5; LSEUTREVDEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: , :
‘ A. BUILDING
o] NVSB1310PF - S 11/06/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
872 E SAHARA AVE
BIRTH CONTROL CARE CENTER LAS VEGAS, NV 88104 ‘
41D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
.S’éE’Fm (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
0120 | Continued From page 1 0120

This REQUIREMENT is not met as evidenced
by: _

Based on interview and document review, the
facility failed to establish a method to track and
recall sterilized instruments to the patient in the
event of a failure.

During an interview on 11/06/12 with Physician
#1, it was revealed that a method for tracking
sterilized instruments to a patient in the event of a
failure was not in place.

During a document review on 11/06/12 of
sterilization logs for the biological indicator test, it
was revealed that a method for tracking
instruments to patients was not in place.

Severity: 1 Scope: 3

=4

STANUBY &%

Aol

STATE FORM

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
[0

HTK211

if continuation sheet 2 of 2




Division of Public and Behavioral Health

PRINTED: 11/19/2014
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

" NVS61310PF

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

‘B. WING

(X3) DATE SURVEY
COMPLETED

111372014

BIRTH CONTROL CARE CENTER

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

872 E SAHARA AVE
LAS VEGAS, NV 89104

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION

DEFICIENCY)

(X85)

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

0 000] Initial Comments

This Statement of Deficiencies was generated as
the resuit of a state permitting survey that was
conducted at your facility on 11/13/14, in
accordance with Nevada Administrative Code
(NAC), Chapter 449, Outpatient Facilities: Permit
for Services of General Anesthesia, Conscious
Sedation and Deep Sedation.

Five medical charts were reviewed.

The findings and conclusions of any investigation
by the Division of Public and Behavioral Health
shall not be construed as prohibiting any criminal
or civil investigation, actions or other claims for
relief that may be available to any party under
applicable federal, state or local laws.

There were no any regulatory deficiencies
identified. Pleass retain a copy of this statement
for your records.

G000

If deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

STATE FORM

6o% HoBM11

If continuation sheet 1 of 1




STATE OF NEVADA

DEPARTMENT OF HEALTH AND HUMAN SERVICES
N\ HEALTH DIVISION
- \\\; N/ BUREAL QR CARE QUALITY AND CON

PERMIT APPLICATI*

(THIS APPLICATION MUST BE I'YPED OR FILLED OUT LEGIBLY IN INK)

WNITJAL PERMIT [JCHANGE OF NAME FOR THE PERMITTED ENTITY OQEERIUI 4
S
[ JCHANGE OF OWNERSHIP (indicate date of the change of ownership): . l i
A change of ownership application must be filed immediately in accordance with R179- 09 sec. Lé%ggfsiiﬁgﬁﬂm CATION
Ch'\nge of ownushlp apphcanons must be complete no more than 45 days after the change occurs
U

OIoma o O oTRTT G u\%ﬂ
THE ENTITY'SDBA NaME > A T ALE WOMEN CA;Z-E.

(D.B.A. = Doing Business As)

STREET ADDRESS 25994 S EASTERN ANE.

(Physxcal location of the entity's operation)

cry A% N ﬁ(yAS cOUNTY £ AT sTaTE N \A e £4169
TELEPHONE__ FOZ 53] 54 00 FAX 7’0’2— 73 €4 OA'r
EMAIL ADDRESS: ___ A V\V\&’L‘f‘l/d&m’\/@ Yd hoo. com *

THE ENTITY'S MAILING ADDRESS

(If different from above)

CITY COUNTY STATE _____ZIP
OWNER OF THE ENTITY (ApplicantLicensece). P AN NA C,ON‘TOV\/I ' T IZO g

1f owner is a natural person, IS THE OWNER 21 YEARS OR OLDER? }XYES D NO (r179-09 sec. 9)

aopress 53252 W DESERET (WIV D # 20713

(1f owner is a corporation, give corporate office address, otherwise indicate owner’s address)

CITY \.,A% VW county C LA state __TVV e 4146
TELEPHONE 102 22\ b2} rax 302 221 b%:/'e?—

FOR ALL PARTNERSHIPS AND CORPORATIONS: LIST EACH OFFICER AND DIRECTOR AND

PERSON HAVING A DIRECT OR INDIRECT OWNERSHIP INTEREST IN THE ENTITY OF 10%
OR MORE:

W OMATN TO WO IMAN N NECOLOGT |

ANNA  CONVTDMITROS MD. — 100/ OWIN RSP

NAME OF PERSON IN CHARGE OF THE FACILITY

DI ANVNA conTo MU TEOS

NAME OF ACC'RED“[TING ORGANIZATION




ADDRESS

crry LAS \/@ o ‘ &‘11 9
pHoNe _ FOZ~ F3% 9220 x| FoZ F%2 4742

S

Nevada Revised Statute 449442 requires a permit before offering services of sedation or general anesthesia to a
patient. LCB File No. R179-09 authorize non-refundable fees (See Attached Fee Schedule). An application is
valid for one year after the date on which the application is submitted. The application must be typed or filled

out in ink. The application will not be considered complete until all required attachments are received. See the

attached instruction sheet for the required attachments.
' o RECEIVED

Return your completed application to an office of the:

HEALTH DIVISION o : M0
BUREAU OF HEALTH CARE QUALTIY AND COMPLIANCE SEP 30 2010
1550 E. College Pkwy. Ste. 158, Carson City, Nevada 89706 BUREA F LICENSURE AND CERTIFICATICN
.. LASVEGAS, NEVADR

| HAVE READ THE FOREGOING QUESTIONS AND ANSWERED EACH AS INDICATED. THE

ANSWERS ARE TRUE AND A COMPLETE REPRESENTATION TO THE BEST OF MY KNOWLEDGE.
| HAVE READ, UNDERSTAND AND AGREE TO COMPLY WITH THE RULES AND REGULATIONS
PERTAINING TO THE SPECIFIC STATUTORY TYPE OF ENTITY FOR WHICH THIS APPLICATION IS
HEREIN MADE. ! AUTHORIZE RELEASE OF SUCH MATION AS MAY PERTAIN TO THE
PURPOSE OF THIS APPLICATION. '

SIGNATURE OF REPRESENTATIVE OR OWNER

PRINTED NAME OF REPRESENTATIVE OR OWNER

TITLE OF PERSON SIGNING APPLICATION

' TH
SUBSCRIBED AND SWORN BEFORE ME THIS 30 DAY OF 2MDeY 0 1O
[ 4
W‘—/ IN AND FOR THE

NOTARY PUBLIC SIGNATURE

COUNTY OF _Q_J:,Pi&ﬁ/ , STATE OF NEVADA. N sy
oo, Notary Public - State of Nevaday
County of Glark
JAY A. ROBINSON
My Appaintment Expires

No.O7 20061 ___February 8, 2011

vvvvvv

e

1A LICPOL.DOC\LICAPP.17 _ver3.doc




PRINTED: 10/01/2012
. FORM APPROVED
Bureau of Health Care Quality and Compliance T ‘\‘q " i

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X3) DATE SURVEY

A \Y \Vu L J
(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE ONSTRUCTIQ : COMPLETED

IDENTIFICATION NUMBER: A BUILDING |

B. WING

NVS61430PF
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

99 S EASTERN AVE ' , '
AALL WOMEN CARE Las stG'As_, NV 89169 LU@[ e A(\! thhed

X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (Xs)
énép,x (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG pnoss-nsrsaegggglgﬁ ('_;T\i{-l)E APPROPRIATE |

09/18/2012

0 000| Initial Comments - | oooo

This statement of deficiencies was generated as
the result of the state re-permitting inspection that
was completed at your facility on 9/18/12, in
accordance with Chapter 449 Nevada
Administrative Code for Outpatient Facilities.

An Infection risk assessment was completed.
Ten patient medical records were reviewed.

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigation,
actions or other claims for relief that may be

available to any party under applicable federal,
state, or local laws.

The following regulatory dsficiencies were
identified. )

0 070 Infection Prevention Policies 0070
SS=E

Saction 29,
| Policies for prevention of infection:

Each program for the prevention and control of
infections and communicable diseases must
include policies and procedures to prevent
exposure to blood-borne and other potentially
infectious pathogens, including, without limitation,
policies and procedures

relating to:

1. Hand hygiene, including provisions regarding
the time and procedure for hand washing with
soap and water or the use of an alcohol-based
hand rub.

(2) Use of gloves:

f deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this étla\tfment of deficlencies. x6) oATE
TITLE -

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM ' RE CE'VE ﬁ 6008 vzwoﬁ ‘ T oonimaation sheat 10f 11

S 0CT 172012 _ ‘ :
BUREAU OF HEALTHCARE ‘0\ 1) 5&0! T

o COMPLIANCE
QUALITY SCEAS, RV




!

PRINTED: 10/01/2012
FORMAPPROVED

STATEMENT OF DEFICIENCIIES

{X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ‘ (X3) DATE SURVEY
AND PLAN OF CORRECTION !

COMPLETED
IDENTIFICATION NUMBER: 14 suionG e
B.WING

' NVS61430PF 09/18/2012

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

~ 3599 S EASTERN AVE o
AALL WOMEN CARE LAS VEGAS, NV 89168 (\{in) o Chrevd

(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)

‘ HOULD BE COMPLETE
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . cnoss-asmneggggg g\r;x)e APPROPRIATE .|  DATE

0070| Continued From page 1 oo70

The proper use of medical gloves, including,
without limitation, a requirement that each person
who works at the outpatient facility must wear
medical gloves when the person: .
(a) Anticipates coming in contact with blood or
bodily fluids; ' -

(b) Handles contaminated instruments, items and
equipment; ’

(c) Handles biological waste or biologicaily
contaminated waste that may cause harm to
humans, animals or plants; .

(d) Handles linens potentially contaminated with
biological waste ar biologically contaminated
waste that may cause harm to humans, animals
or plants; and ’

(e) Performs housekeeping activities or cleans
contaminated surfaces. ‘

(3) Safe injection practices:

Safe injection practices to prevent the
contamination of equipment used for injections
and medication, including, without limitation, a
requirement that a new sterile needle and new
sterile syringe be used for each patient and not
used for more than one patient.

(4) Handling of sharps:

The proper handling of sharp instruments and the
disposal of sharp instruments, which must be
consistent with the standards developed by the
Occupational Safety and Health Administration of
the United States Department of Labor for the
handling and disposal of such instruments.

(5) Access of medications in vials:
Techniques for accessing a vial of medication,
which must comply with the

requirements set forth in section 30 of this
regulation.

f deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies. .
STATE FORM ‘ 6899 " vzZwD11 : f continuation sheet 2 of 11
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PRINTED: 10/01/2012
- FORM APPROVED
and Compliance
—=sau of hieaitn Lare Qualit

o RVEY
ANATEMENT OF DEFICIENCIES  [(v1) pROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION OO e SURVE
AND PLAN OF CORRECTION -IDENTIFICATION NUMBER; A BUILDING T

B. WING

Bureau of Health Care Quali

NVS61430PF
NAME OF PROVIDER OR SUPPLIER .| STREET ADDRESS, CITY, STATE, ZIP CODE

3599 S EASTERN AVE ‘ '
AALL WOMEN CARE LAS VEGAS, NV 89169 (Urpn,| Acdrévy

‘ = ‘ : F CORRECTION 05)
%4) 1D SUMMARY STATEMENT OF DEFIGIENGIES o PROVIBER'S PLAN O
RS (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULDBE | couelere
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE APPROP .

09/18/2012

0 070{ Continued From page 2 0070

(6) Infusion Medications and tubing:

The infusion of intravenous medications, which
must provide, without limitation, that intravenous
tubing and fluid bags or bottles are not to be used
for more than one patient, , '

(7) Sterilization and disinfection of medical
equipment: .

The proper sterilization and disinfection of all
medical equipment, instruments and devices.
Those policies and procedures must, ata
minimum, require the outpatient facility to:

(a) Sterilize or ascertain the sterility of items that
enter sterile tissue or the vascular system,
including, without limitation, surgical instruments,
endoscopes, endoscopic accessories, catheters,
needles and probes used for ultrasounds;

(b) Perform high-level disinfection of reusable-
items that come in contact with nonintact skin or
mucous membranes, including, without limitation,
respiratory therapy equipment, anesthesia
equipment, bronchoscopes and gastrointestinal
endoscopes; and o

(c) Perform low-level disinfection of reusable
items that come in contact with only intact skin,
-| including, without limitation, tourniquets, blood
pressure cuffs, linens, stands that are used to

| hold medical instruments and other fumnishings.

(8) Handling of equipment: ;
The proper handling of equipment, instruments
and devices. Those policies and procedures

must, at a minimum, require the outpatient facility
to:

(a) Sterilize and disinfect reusable items as
described in subsection 7;

(b) Properly dispose of single-use equipment,
instruments and devices after use, if the
outpatient tacility has decided not to have the
equipment, instruments or devices reprocessed:

f deficlencies are cited, an approved plan of correction must be returned within 10 days after recelpt of this statement of deficiencies. )
STATE FORM 6990 VZWD11 ‘ if continuation shest 3 of 11
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PRINTED: 10/01/2012

s FORM APPROVED
Bureau of Health Care Quali ‘
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA -1 (X2) MULTIPLE CONSTRUCTION o g&rﬂi Eé.l_;gléﬁ
AND PLAN OF CORRECTION " 1 ™™ IDENTIFICATION NUMBER: - | I e '
’ . A.BUILDING -
- _NVS1430PF | 5w 09/18/2012
NAME OF PROVIDER OR SUPPLIER ] STHEET ADDRESS, CITY, STATE, ZIP CODE
' 3599 S EASTERN AVE ’ i
AALL WOMEN CARE Las VEGAS, NV se1es (Ao adclrer
X4) iD SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION x5)
p(»m:_);:;x {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE eog:TLETe
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENCY)
0070 Continued From page 3 oo070

and

(c) Ensure that:

(1) All equipment, lnstruments and devices that
may be reprocessed are repracessed only by a
third-party processor approved by the United
States Food and Drug Administration;

and

(2) No equipment, instruments or devices that
may be reprocessed are reprocessed at the
outpatient facility.

(9) The proper handling and disposal of medical
waste and specimens.

(10) The proper cleaning and disinfection of all
areas in which patient care is provided.

{11) The proper maintenance of a clean and
sanitary environment.

{12) Infection identification and tracking:
The identification and reporting of the
development and transmission of infections and |

-communicable diseases, including, without

limitation, the method by which the outpatient
facility must: -

(a) Track and document the development and
transmission of infections and

communicable diseases which are related to the
medical procedures performed at the outpatient
facility;

(b) Report the development and transmission of
infections and communicable diseases as
required by federal, state and local laws; and
{c) Identify and address trends in such
developments and transmissions of infections
and communicable diseases.

(13) The care of patients with a communicable .
disease, including, without limitation, patients who
are known to have a communicable disease at
the time of arrival at the outpatient facility and

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies. -

STATE FORM

6899 VZWD11

If continuation sheet 4 of 11
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patients who are found to have a-communicable
disease during the course of treatment at the
outpatient facility.

(14) The screening for commiunicable diseases
as described in NAC 441A.375 of all employees
and of all persons under contract with the -
outpatient facility who work at the facility and
have exposure to patients at the facility.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to assure post procedures were monitored
by the facility for 10 of 10 patient records
reviewed.

Findings include:

Ten patient medical records were reviewed. %e Q} , &rsa'g gur (7 \«’M\ 0 (, lO‘I 5‘ 12

There was no documented evidence the patient’s
received a follow up telephone call to identity any ' Cme - M

signs and symptoms of infection.

The infection control Registered Nufse (RN) was
unable to provide documentation of tracking post
procedural infections. -

On 9/18/12 at 410 PM, the infection control BN
acknowledged there was no written
documentation of tracking of post procedural
infections.

Severity: 2 Scope: 2

0 090} Surgical Equipment Sterilization 0090
SS=F ; .
Section 31. '
i deficioncies are cited, an approved plan of correction must be reumed within 10 days after raceipt of this statement of deficiencies. ) :
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Sterilization of Surgical items and equipment:

Al surgical instruments, items or equipment used
in the care of patients at

an outpatient facility must be sterilized of
disinfected according to the program for the
prevention and control of infections and
communicable diseases adopted by the

outpatient facility pursuant to section 28 of this
regulation.

@u such instruments, items and equipment aré
sterilized of disinfected by equipment of cleaning
agents at the outpatient facility:

(a) Before an employee Of independent
contractor may be assigned the responsibility for
sterilizing of disinfecting any instrument, item Of
equipment, the employee Of independent
contractor must receive training concerning the
instructions of the manufacturer of the device of
sterilizer for: :

") gterilizing and disinfecting the instrument,
item or equipment, .

(2) The use and maintenance of the sterilizer Of
disinfecting equipment; and

(3) The agents used to sterilize and disinfect the
instrument, item oF equipment.

(b) An employee of independent contractor
assigned the responsibility for sterilizing of
disinfecting the instrument, item of equipment
shall:

(1) Receive annual training concerning the
manufacturer ' 8 instructions described in
paragraph (a); and '

2) Receive training on any new equipment of
procedures if there is any change in the
equipment of procedures used to sterilize of.
disinfect an instrument, item of equipment.
(c) The outpatient facility shall ensure that

deficiencies. i
6399 VZWD11 \f continuation sheet 6 of

If deficiencles are cited, an approved pian of correction must
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documentation of all training completed pursuant
1o this subsection is kept in the file of the '
employee of independent contractor.

(3) Manufacturer ' g instructions for equipment:
The manufacturer ' s instructions for operating
any sterilizer or performing any disinfection
procedure must be located or posted near the
equipment used for sterilization or disinfection.

(4) The outpatient facility shall ensure that each
employee of independent contractor follows the
manufacturer ' s instructions concerning: |

{a) The instruments, items or equipment that may.
be sterilized or disinfected; - '

{b) The procedures for cleaning an instrument,
item or equipment betore the instrument, item or
aquipment is sterilized or undergoes high-level
disinfection;

{c) The procedures for sterilizing of disinfecting
an instrument, item of equipment,

(d) The operation and maintenance of the
sterilizer or the equipment used for high-level
disinfection;

(e) The frequency and type of biologic indicator
testing of the sterilizer,

{fy The recommended agents for sterilizing and
disinfecting the instrument, item of equipment; '

and ‘
(g) The frequency of testing of any solution for
disinfecting to ensure maintenance of the
minimum level of effectiveness, but the solution
must be tested not less often than daily.

| (5) Use of piologic indicator tests:
| The effectiveness of the sterilization procedures
must be checked by performing a biclogic
indicator test:

(a) At least weekly, or moré frequently if
racommended by the manufacturer, and

AALL WOMEN CARE DS VEGAS, NV 89169 LWgne ‘) A _
X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF. CORRECTION )
- éaénx (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE coMPLETE
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0 090! Continued From page 7
(b) While st_eriuzing all implantable devices.

(6) Serilization records and 10gs of the results of

the biologic indicator test must be maintained by

the outpatient facility for at least 1 year after the

testls performed to ensure that the
recommended testing and maintenance of the
equipment is peﬂormed and the manutacturer' s
instructions regarding proper sterilization
techniques are followed. Each outpatient facility
shall establish a method to track and recall
instruments, ftems or equipmer\t

previously sterilized of disinfected if there isa

failure of the piologic indicator test. -

7 Physical barriers: v

To aid in enwironmental control, each outpatient
facility shall provide a physical parrier between
the decontamina ion and sterilization areas of the

outpatient facility.

This STANDARD is not met as evidenced by:
Based on interview, chservation, record and
document review, the facility failed 1o assuré
documentation'-oi specialized training to the
medical assistant priot to assuming the duties of
sterilization of instruments. (Employee #2). The
| facility also failed to assure the concentration of
MetriCide OPA Plus Solution was yerified by a
MetriCide OPA Plus Solution Test Strip prior to
each use of the solution. .

\o|'Se

Findings include:

1) Therewas no documented evidence fo(md in

Employee #2'S personne\ fite of spaclal'\zed

training regarding disinfection and sterilization of

It deficiencles are cited, an approved plan of correction must o reurned within 30 days after Teceipt of thi
: . 6999 vZWOD11
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On9/i8/12 at 3:50 PM, the infection Control
Registered Nurse acknow\edged there Was
spec'lalized training for
regarding disinfection an

Medical Assistant #1
zation of the

(high level

Daily documentation of testing the solution with @
MetriCide OPA Plus Solution Test Strip was
observed by the GUS Vapor Controt System.

on9/i8/12at 2:05 PM, the Registered Nurse

explained the MetriCide OPA Plus Solution was
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oﬂho-Phitha\adehyde jevel of the solution below
its MRC..."

Severity: 2 Scope: 3

Policies For patients & Employee TB testing

Section 34.

Policies for patients of the tacility, professiona\
standards of practice:

\n addition to the guidelines established pursuant
to section 27 this

regutation, the holder of & permit to operate an
outpatient facility shall establish guidelines and
maintain poticies tor the outpatient facility which:
Ensure the health, safety and well-being of
patients of the outpatient faciity, '

@) Provide the professiona\ standards of practice
for services provided by the outpatient tacility and
ensure that all persons employed by the '
outpatient facility or under contract with the
outpatient facility comply with such professiona\
standards; and .

(3) Employee TB testing: .

Require each person employed by the outpatient
facility of under contract with the outpatient facility
to have 8 skin test for tuberculosis in accordance

with NAC 441 A.375.

This STANDARD is not met as evidenced by:
Based on interview, record review and document
review, the tacility failed to ensure 3of 4

If deficiencies are cited, an approved plan of Torrection must e rewumed within 10
o890
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Continued From page 10

employees met the requirements of NAC
441A375 concerning tuberculosis (TB).
(Employees #1, #2 and #3 .

Findings include:

Employee #2 was hired 7/16/12. The employee
received the first step TB skin test on 6/19/12.
There was No documented evidence the "
employee received & second-step TB skin test.

Employee #3 was nired 8/2712. The employee
received the first step TB skin test on 8/24/12.
There was no documented evidence the
employee received 2 gecond-step T8 skin test.

Employee #1hada two step TB skin test on
3/3/11 and 3/10/11. There was no documente
evidence an annual TB. test was administered.

On9/18H2at a:50 PM, the infection Control
Nurse acknowledged the TB skin tests were not
administered per policy.

Screening employees for communicable disease

policy (no \denﬁf_ied number) documented:

u__|f the employee has only completed the first -
step of 2 2.step Mantoux within the preced'mg
twelve months, then the second step of the 2-step
Marntoux of other single-step tuberculosis
screening test will be administered..."

There was N0 documented evidence found in the
Screening employees for communicab\e disease
policy addressing the annual TB skin test
requirement.

geverity: 2 ' gcope: 3
If deficiencles aré cited, an approved plan of correction must be returmed within 70 days after raceipt of s statement of deficiencies.
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0 000| Initial Comments

This staternent of deficiencies was generated as
aresultofa se|f-assessmentlattestaﬁon
questionnaire review. The facility completed the
quest'tonnaire on 10/02/2013, and it was reviewed
in accordance with Nevada Administrative Code

{NAC) Chapter 449, Outpatient Facilities.

The findings and conclusions of any investigation
py the Heaith Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any parly under applicable federal,

state of tocal 1aws.

No further action is necessary. Ploase retain @
copy of this report for your records.

if deficlencies aré cited, an approved plan of correction must be returned within 10 days atter receipt of this statement of deficiencies.
LABORATORY DIRECTOR'S OR PROVIDERISUPPUER REPRESENTATNE‘S SIGNATURE TITLE (%8) DATE
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s of General Anesthesia.
Sedation and Deep Sedation.

An infection risk assessment was completed.

Five patient medical charts were reviewed.

The findings and conclusions of any investigation
by the Health Division shall not be oonstructed as
prohibiting any criminal of civil investigation,
actions of other claims for relief that may be
available t0 any party under app\'\cable federal,
state, Of local laws.

The facility was found to be in substantial
compliance. No further & ion is necessary.
Please retain this Statement of Deficiencies for
your records.

s after receipt of this statement of Jeficiencies
TITLE

i Jeficiencies are cited, an approved plan of col st be returned ‘within 10 day'

rrection mu
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0 000, initial Comments

This statement of deficiencies was generated as
the result of & complaint investigation survey that
was conducted at your facility on 6/43/14, in
accordance with Nevada Administrative Code
(NAC), Chapter 449, Outpatient Facilities: permit-
for Services of General Anesthesia, Conscious
gedation and Deep Sedation

Five patient medical charts were reviewed.

Complaint #N\I00039454 - The allegation
regarding patient medications not being given
during @ procedure, was not substantiated
through clinical record review, interviews with
facility staff, and document review. The allegation
regarding patient consent not signed priortoa
procedure was not substantiated through clinical
record review, and interview with facility staff and
patient. Allegation the patient should have been
discharged by ambulance was not substantiated

record review. interview with

patient was unable to receive a copy of
medical records was unsubstantiated hrough
clinical record review and interview with facility

staff.

Complaint #NV00039454: The comnplaint
investigative process was initiated by the Division.
of Public and Behavioral Health on 6/ 13/14.

The investigation for the allegation of patient
medications not being given during @ procedure
included:

_Review of five medical records including the
patient of concern included physician
documentation, recovery room documentation,
intra-operative documentation and narcotic

days after receipt of this

If deficiencies are cited, an approved plan of correction must be returned within 10 statement of Jeficiencies-
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0 000 Continued From page 1

record.

-Interviews weré conducted with the
Administrator/ Physician and Medical Assistant.

—Review of policies and Procedures which
included: Voluntary Interruption of Pregnancy
Procedures Policy (no identified policy number),
updated 08/2013.

The investigation for the allegation of patient
consent not signed prior to the procedure
included:

_Review of five medical records including the
patient of concern included physician
documentation and consents.

JInterview was conducted with the
AdministratorlPhysic‘lan.

The investigation for the allegation the patient
should have been discharged by ambulance
included:

_Review of five medical records inpluding the
patient of concern included physician
documentation and consents.

. Inferviews were conducted with the
Administrator/Phys'\cian and Medical Assistant.

Review of Policies and Procedures! 2014 Clinical
Policy Guidelines, National Abortion Federation,
page 39, number 13. Complications: Bleeding
and Return of Patient to the Procedure Room
Poticy (no identified policy number), updated

08/2013.

The investigation for the allegation the patient

\f deficiencles aré cited, an approved plan of correction must be Teturned within 40 days
6898
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after receipt of this Statement of deficiencies.
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was unable 1o receive 8 copy of the medical
records included:

-Review of five m medical ¥ records including the
patient of con ncern inciu uded physm\a
_Medical records were prowded to

Anterview was conducted with the
Admm\stratorIPhysm\an

The findings @ and conc\usmns of any mvest\gatlon
by the Health Division shall not be constructed as
prohibmng any criminal of civil \nvest\gat'\on,
actions Of other claims for relief that may be
available 10 any party under app\'\cab\e federal,
state, Of jocal laws.

No further action is necessary- Please retain @
copy for your records.

10 days after receipt of this statement of deﬁc\endes.
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STATE OF 1\:& VADA DEPARTMENT OF HEALTH AND nUMAN SERVICES
DIVISION OF PUBLIC AND BEHAVIORAL HEALTH %
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[CICHANGE OF OWNERSHIP (indicate date of the change of ownership):
A change of ownership application must be filed immediately in accordance with R179-09 sec, 9
~ Change of ownership applications must be complete no more than 45 days after the change occurs.

THE ENTITY'S D.B.A. NAME Safe ’&r\c\ Souncl @or W Orten Tave

(D.B.A. = Doing Business As}

STREET ADDRESS '3\ L= Camnada ¥ 110

(Physical location of the entity’s operation)

cry _L2s \Jeg’as county CAPMR X  STATE NV ze DAL
TELEPHONE 1072~ 22\-112.53 rax_102- 83-3171
ENTITY'S EMAIL ADDRESS: DRMATZZ O T .NET

THE ENTITY'S MATLING ADDRESS

(F DIFFERENT FROM ABOVE)
CITY COUNTY STATE 71p
OWNER OF THE ENTITY (appicanvLicense) HARTMAN, SPARTDS, MA220eAnNA

If owner is a natural person, IS THE OWNER 21 YEARS OR OLDER? BI'YES [ | NO (R179-09 sec. 9)

ADDRESS D13\ la Canad 2 ®1lo

(If owner is a carporation, give corporate office address, otherwise indicate owner’s address)

CITY Lag Vo £eS county CLAR Y. STATE NV e 9109
rereroNe. 102-221- 1233 wmx 102 836 311/

FOR ALL PARTNERSHIPS AND CORPORATIONS: LIST EACH OFFICER AND DIRECTOR AND
PERSON HAVING A DIRECT OR INDIRECT OWNERSHIP INTEREST IN THE ENTITY OF 10%
OR MORE:

Dc Cra\\aj \Xar—\ﬂ\amj D¢ D‘\C\Lg??l C "\@$J Dr Uieki Mazzorana

NAME OF PERSON IN CHARGE OF THE FACILITY
Ne Qfa\\(/) Yacthhan
NAME OF ACCREDITING ORGANIZATION

NoONE ~ PenddDIWG—




OWNER OF REAL PROFERTY Doctnrs Pavillion at Sunrise
apprEss 557 < Polarms Ave Sudke C -

ary LagVe e as county CLARE _state_[V WA YN IE
paone_ 703 ~ &Dl‘f I13BS o -

paw\ Reec hen

Nevada Revised Statute 449.442 requires a permit before offering services of sedation or general anesthesia to a
patient. LCB File No, R179-09 authorize non-refundable fees (See Attached Fee Schedule). An application is
valid for one year after the date on which the application is submitted. The application must be typed or filled
out in ink. The application will not be considered complete until all required attachments are received. See the
attached instruction sheet for the required attachments,

Return your completed application to an office of the:
DIVISION OF PUBLIC AND BEHAVIORAL HEALTH

727 Fairview Dr. Ste. E
Carso‘:lnCVilg;?N\i;. 89e70] RE C E IVE ‘3

MAR 1 7 2014

BURERD UF FEALTHTARE
Check Only One Box: If no selection is made, notices may be sent through email. QUALITY & COMPLIANG

SARBEN GITY WY
\522 I prefer to receive notices through email. :
O I prefer to receive notices through the U.S. Mail.

Due to the high cost of mailings and the desire to keep licensure fees down, notices may not be physically mailed to your
facility or agency unless you note above that you prefer to receive notices through the U.S. mail.

I HAVE READ THE FOREGOING QUESTIONS AND ANSWERED EACH AS INDICATED. THE

ANSWERS ARE TRUE AND A-COMPLETE REPRESENTATION TO THE BEST OF MY KNOWLEDGE. I HAVE
READ, UNDERSTAND AND AGREE TO COMPLY WITH THE RULES AND REGULATIONS PERTAINING TO THE
SPECIFIC STATUTORY TYPE OF ENTITY FOR WHICH THIS APPLICATION IS HEREIN MADE. T AUTHORIZE
RELEASE OF SUCH INFORMATION AS MAY PERTAIN TO THE PURPOSE OF THIS APPLICATION.

SIGNATURE OF REPRESENTATIVE OR OWNER 7}7& A 2 DATE 3 / 0 "/ 4

PRINTED NAME OF REPRESENTATIVE OR OWNER __ [/ { C/Q- MaAazzsrana MD FC-

TITLE OF PERSON SIGNING APPLICATION ST@C reta n\/jl / Treaswrer

ME THIS / o QM\ DAY OF M /C\/IL)

SUBSCRIBED AND SWORN BEFOR

20
NOTARY PUBLIC SIGNATURE IN AND FOR THE
COUNTY OF [) ( / , STATE OF NEVADA,
,  JILL GRAVELLE
Quipatient Facility Application.dog > 4 Nm'ng"%‘;g;';;;-w
Posted 07/10/13 7 My appt. exp. Mar. 11, 2017




PRINTED: 10/19/2015

FORM APPROVED
Division of Public and Behavioral Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
NVS79820PF B. WING 09/04/2014

NAME OF PROVIDER OR SUPPLIER

3131 LACANADA #110
LAS VEGAS, NV 89169

SAFE AND SOUND FOR WOMEN, INC

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

(X5)
COMPLETE
DATE

DEFICIENCY)

O 000

Initial Comments

This statement of deficiencies was generated as
the result of an initial State Permitting Survey that
was conducted at your facility on 8/29/14 and
finalized on 9/4/14, in accordance with Nevada
Administrative Code (NAC), Chapter 449,
Outpatient Facilities: Permit for Services of
General Anesthesia, Conscious Sedation and
Deep Sedation.

One mock clinical record was reviewed.

The findings and conclusions of any investigation
by the Division of Public and Behavioral Health
shall not be construed as prohibiting any criminal
or civil investigations, actions or other claims for
relief that may be available to any party under
applicable federal state or local laws.

The facility was found in compliance with the
regulations for Outpatient Facilities, please retain
this copy for your records.

O 000

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

STATE FORM
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XQWV11

If continuation sheet 1 of 1




